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American College of Chest Physicians Meeting 


MARK THESE DATES Doctor, 
MAY 13-14 


mark those 
dates on your calendar 
—-for the FIFTH AN- 
NUAL MEETING of the AMERICAN COL- 
LEGE OF CHEST PHYSICIANS convenes at 
St. Louis on those days. Science and good- 
fellowship join hands at the annual meetings 
of the College. Come, revive old, and forge 
new friendships, with the men who share 
with you this common interest. Meet and 
know those whose contributions today be- 
come history in the advances of diseases of 
the chest. tomorrow. Make your plans now 
to be at St. Louis on May 13-14. 


The meeting of the AMERICAN MEDICAL 
ASSOCIATION opens on May 15th. This is 
the largest medical convention in the world. 
Much effort is put into the assembling of the 
scientific exhibits, the preparation and pre- 
sentation of the scientific programs, and the 
vast amount of new material, presented for 
the first time at these meetings. A veritable 
Storehouse of information and knowledge is 
contained in these assemblies. 


The headquarters of the American College 
of Chest Physicians is at the Chase Hotel, 
St. Louis. and if you have not already made 
your reservations, we cannot urge you too 
strongly. to do so at once. 


DINE, DANCE, 
AND 
BE MERRY 


The Entertainment Commit- 
tee for the FIFTH ANNUAL 
MEETING of the AMERICAN 
COLLEGE OF CHEST PHY- 
SICIANS announces that there will be a dance 
this year in connection with the annual ban- 
quet and installation of the new officers of 
the College. The dance will follow the an- 
nual banquet and cocktail party, a traditional 
function of the College, to be held this year 
at the Chase Hotel, St. Louis, Sunday night, 
May 14th. Entertainment will be furnished 
during the banquet by a well-known string 
ensemble. 


All Past Presidents of the College will be 
present and Dr. Louis C. Boisliniere, dean of 
the chest physicians at St. Louis, will be 
toastmaster. 


Dr. Ralph C. Matson, Portland, Oregon, 
will be installed as the President of the Col- 
lege for the year 1939-1940. Dr. Champ H. 
Holmes, Atlanta, Georgia, is the retiring 
president. 


Reservations for the banquet and dance 
may be made by writing to Dr. Andrew C. 
Henske, Chairman, Committee on Entertain- 
ment, American College of Chest Physicians; 
317 University Club Building, St. Louis, Mis- 
souri. 
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This year, St. Louis plays host to the Ameri- 
can College of Chest Physicians, the Ameri- 
can Medical Association, and numerous other 
medical societies 

St. Louis is an ideal convention city, with 
ample hotel facilities, magnificient parks, and 
rich in tradition and history. It is centrally 
located and can easily be reached from any 
part of the United States with a minimum 
of travel. Good highways, efficient train facil- 
ities, and modern aviation terminals, makes 
the city readily accessible to travelers. 

In St. Louis are situated two of the fore- 
most medical schools in the country. Hos- 
pitals, clinics, and research laboratories are 
able to supply the material needed for the 
success of any medical convention. 
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Front View of the Chase Hotel 


The American College of Chest Physicians 
is fortunate in having for its headquarters 
one of the finest hotels in St. Louis. The 
Chase Hotel is situated on beautiful Lindell 
Boulevard at Forest Park, and within a short 
distance of the convention hall. Every facility 
for the comfort of the visiting physicians 
has been provided and at reasonable rates. 
At the Fiesta Coffee Grill, you will be served 
delicious and appetizing food; and many a 
delightful hour can be spent with congenial 
companions in the Steeple Chase Cocktail 
Lounge. 


The Fellows of the American College of 
Chest Physicians at St. Louis, have hung out 
the “welcome sign” and we are looking for- 
ward to a good meeting. 











DESIRABLE ACCOMMODATIONS 
FOR THESE 
MEDICAL MEETINGS 
ARE RESERVED EARLY. 


HAVE NOT ALREADY MADE 
YOUR RESERVATIONS 
WRITE OR WIRE THE HOTEL CHASE 
TO-DAY. 
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ON PAGE EIGHT 
YOU WILL FIND PRINTED 
THE COMPLETE PROGRAM 
FOR THE FIFTH ANNUAL MEETING 
OF THE 
AMERICAN COLLEGE 
OF CHEST PHYSICIANS 

















ra rr ae ee 








PRIL 





Hy 








1939 DISEASES OF THE CHEST 


The Committee on Enter- 
tainment announces that 
Robert Koch Hospital 
will hold open house for 
the Fellows of the American College of Chest 
Physicians and their friends on Saturday 
afternoon, May 13th. The hospital is situated 
just outside the southern extremity of the 
city of St. Louis, overlooking the Mississippi 
River, and adjourning the historical Jeffer- 
son Barracks. 


OPEN HOUSE 
AT ROBERT 
KOCH HOSPITAL 


The hospital is an institution devoted to 
the treatment of tuberculous individuals who 
are residents of the City of St. Louis, and it 
is owned and operated by the City of St. 
Louis. Its bed capacity is 547, of which 158 
beds are occupied by negro patients. It also 
has provisions to care for tuberculous child- 


ren. An extensive building program is now in 
progress, looking forward to increasing the 
size of the hospital to 1,000 beds. One addi- 
tional ward building has been completed and 
the construction of another is under way. Two 
additional wings to the dormitory are also 
under construction at the present time. 


The institution, years ago, was used as a 
quarantine station; and in 1910, it was dedi- 
cated to the care of the tuberculous and its 
name was changed to the Robert Koch Hos- 
pital. 


Dr. G. D. Kettlekamp is the superintendent 
and medical director of the hospital, and an 
interesting afternoon is assured the physic- 
ians and their friends who will visit the 
institution. 





FIESTA 
COFFEE GRILL 


Chase Hotel 
>t. 


Missouri 


Louis 


WHERE APPETIZING 
FOOD 
WILL BE SERVED 
TO THE 
FELLOWS OF THE 
AMERICAN COLLEGE 
OF 
CHEST PHYSICIANS, 
THEIR FAMILIES, 
AND 
THEIR FRIENDS 
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PROGRAM — Fifth Annual Meeting of the 
American College of Chest Physicians 


Saturday, May 13th. 


Registration. 

Meeting of the Committee for the Ad- 
vancement of Undergraduate Teach- 
ing in Medical Schools. 

Open House, Robert Koch Hospital. 
Meeting of the Committee for the Ad- 
vancement of Tuberculosis Organi- 
zation in Medicine. 

Meeting of the Committee on Statis- 
tical Surveys. 

Meeting of the Committee for the Ad- 
vancement of Scientific Programs on 
Diseases of the Chest. 

Meeting of the Board of Regents. 
Dinner and Joint Meeting of the 
House of Governers and the Board 
of Regents. 


May 14th. 


Administrative Session of the Ameri- 
can College of Chest Physicians. 


Message of Welcome-—James L. Mudd, 
M. D., St. Louis, Missouri; Chairman, 
Committee on General Arrangements. 
Address — Champ H. 
Holmes, M. D., Atlanta, Georgia: 
President, American College of Chest 
Physicians. 

Reading of the Minutes—Robert B. 
Homan, Jr., M.D., El Paso, Texas; 
Secretary. 

Report of the Board of 
Frank Walton Burge, 
delphia, Pennsylvania; 
Board of Regents. 
Report of the Committee for the Ad- 
vancement of Tuberculosis Organi- 
zation in Medicine: Ralph C. Matson, 
M.D., Portland, Oregon; Chairman. 


Regents, 
M.D., Phila- 
Chairman, 


. Report of the Committee for the Ad- 


vancement of Undergraduate Teach- 
ing in Medical Schools;: E. W. Hayes, 
M.D., Monrovia, Calif.; Chairman. 
Report of the Committee for the Ad- 
vancement of Scientific Programs on 
Diseases of the Chest: W. C. Breiden- 
bach, M.D., Dayton, Ohio. 


. Report of the Committee on Statisti- 


cal Surveys: J. Winthrop Peabody, 
M.D., Washington, D. C.; Chairman. 
Report of the Treasurer: Robert B. 
Homan, Jr., M.D., El Paso. Texas; 
Treasurer. 


. Report of the Committee on Nomina- 


ST. LOUIS, MISSOURI 


¢-¢ ¢ 


11. 
12. 


12:30 p. 


2:30 p.m. Scientific Session: 


6:30 p. 


MAY 13-14, 1999 


tions: Frank Walton Burge, 
Philadelphia, Pa.; Chairman. 
Election of Officers. 

Address of the Incoming President: 
Ralph C. Matson, M.D., Portland. 
Oregon; President, American College 
of Chest Physicians. 

New Business, Resolutions, Adjourn 


MD. 


m. Luncheon Meeting. 

Address: “Controlling Pneumonia in 
St. Louis’”—Joseph F. Bredeck, MD. 
Health Commissioner, St. Louis, Mo, 


H. I. Spector, 
M.D., St. Louis, Missouri; Scientific 
Program Committee, Chairman. 


. “Bronchiogenic Carcinoma’’—Evarts 


A. Graham, M.D., Professor of Sur- 
gery and Chief of Department of 
Surgery, Washington University, St. 
Louis, Missouri. 

Discussion to be opened by Jerome R. 
Head, M.D., Chicago, Illinois. 


.“The Use and Abuse of Artificial 


Pneumothorax”’ — Louis Mark, MLD. 
Medical Director, Rocky Glen Sana- 
torium, Columbus, Ohio. 

Discussion to be opened by Edward 
Percy Eglee, M.D., New York, N. Y. 
and Oren A. Beatty, M.D., Glasgow, 
Kentucky. 


. “Further Experience in Intra-pleural 


Pneumolysis’” — Ralph C. Matson, 
M.D., Professor of Thoracic Surgery, 
University of Oregon and Medical 
Director, Portland Open Air Sana- 
torium, Portland, Oregon. 

Discussion to be opened by Edward 
James O’Brien, M.D., Detroit. Mich. 


. “Body Section Radiography with Es- 


pecial Reference to the Control of 
Collapse Therapy’’—Warren C. Brel- 
denbach, M.D., Medical Directar, 
Stillwater Sanatorium, Dayton, Ohio. 
Discussion to be opened by Sherwood 
Moore, M.D., St. Louis, Missouri. 


. The Significance of Pulmonary He- 


morrhage’”—C. Howard Marcy, M.D. 
Medical Director, Tuberculosis League 
Hospital, Pittsburgh, Pennsylvania. 
Discussion to be opened by Karl 
Schaffle, M.D., Asheville, N. C. 


m. Cocktails, Banquet, Dancing. _ 
Louis C. Boisliniere, M.D., St. Louis, 
Missouri; Toastmaster. 
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Allergy and the Upper Respiratory Tract 


HOWARD L. HULL, M.D., F.A.C.P. 
Yakima, Washington 


HE specialist in diseases of the chest con- 

siders and eliminates tuberculosis as a 
possible cause of recurrent chest colds or 
chronic bronchial and pulmonary disease. 
Where such conditions can be proved to be 
non-tuberculous, some other cause must be 
ascertained. In recent years it has been 
shown that much chronic tracheo-bronchial 
disease may originate in the upper respira- 
tory tract, the infection being drawn by grav- 
ity and aspiration into the lower air passages. 
More recently, the role of allergy in such con- 
ditions has been demonstrated. Allergic in- 
volvement of a mucous membrane lowers its 
resistance and thus makes it more vulnerable 
to infection. Thus a chronic rhinitis with re- 
current or chronic “chest colds” may be al- 
lergic in origin with an engrafted infection 
which will not be eradicated until the allergic 
condition is eliminated. 


Diagnosis 


The investigation of an allergy case re- 
quires a painstaking history. Inquiry should 
be made regarding a family history of allergy, 
which sometimes is mainfested by symptoms 
that formerly were not regarded as allergic. 
For example, a history of chronic bronchitis, 
eczema, dypepsia or unexplained headaches 
in some antecedent blood relation may have 
been the manifestation of allergy and could 
easily be overlooked. 


The physical examination should seek any 
organic cause of illness which, as mentioned 
above, either precedes or follows the allergic 
disturbances. Tuberculosis must always be 
considered and ruled out in cases of so-called 
chest colds or chronic bronchial disturbances. 
A Mantoux test should certainly be made, 
and if it is positive, a chest x-ray should fol- 
low. Tuberculosis may exist in an active form 
with or without some allergic disturbances 
or with some chronic non-tuberculous infec- 


tion. If sputum is obtainable, it should always 
be examined. 


It has recently been shown that the in- 
dividual who has frequent “sinus trouble,” or 


what seems to be a perpetual head cold, is 
often a victim of allergy. These mucous mem- 
branes look boggy, are somewhat bluish, and 
the discharge is tough, clear and stringy. 
Microscopic examination of a stained smear 
will usually show eosinophiles. The recent 
works on rhinology are emphasizing the im- 
portance of suspecting allergic conditions by 
manifestations in the nose and throat. These 
patients give a history of long standing nose 
and throat trouble: frequent colds, “stuffy 
head,” sometimes headaches, postnasal drop- 
ping of mucus and muco-pus, clearing of the 
throat, and attacks of sneezing. To the pa- 
tient it seems strange that he is having colds 
so often when those with whom he associates 
do not have them, and he seems not to be 
infectious to other people. Such persons may 
have had many operations on their nose and 
throat. The tonsils may be sacrificed early 
without beneficial results. Polyps are repeat- 
edly removed only to recur. After a period 
of time, a bacterial infection is likely to be- 
come engrafted on this altered mucous mem- 
brane; then we have a condition which may 
persist indefinitely and will not respond to 
the usual local treatments. Such patients may 
notice that they are better in a dry climate, 
especially at an altitude of four or five thous- 
and feet. They often find they are definitely 
worse in a damp climate, especially at a low 
altitude. 


The above mentioned condition may occur 
first in infancy. Often the history is that the 
patient was well until he had some acute 
illness like measles or pertussis. These child- 
ren are usually artificially fed either at the 
time of birth or shortly afterward, and they 
then show their first signs of nasal catarrh 
and frequent chest colds. The peculiarity of 
the chest cold is its wheezy character which 
in itself should suggest: an allergic origin. 


As the child grows older, the condition may 
clear up, but the usual story is that it recurs, 
especially in the winter months. If it becomes 
worse in spring or summer, a pollen allergy 
should be considered. Where the condition is 
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definitely worse in the winter, there is some 
association with the closed windows and the 
dust stirred up by artificial heating plants. 
The child’s parents will usually say that the 
patient is somewhat wheezy during the day 
or may be fairly free from symptoms, but as 
soon as he lies down at night, he develops a 
dry cough which is sometimes brassy or 
croupy and very difficult to control. 


After this much of the investigation has 
been completed and allergy is suspected, one 
can determine how much skin testing will be 
indicated. Scientifically it is correct to test 
the patient to all possible allergens. This, 
however, is a costly procedure, especially in 
the case of physicians practicing in small lo- 
calities where the patients are not willing to 
have extensive investigations made involv- 
ing, necessarily, considerable expense. Fur- 
ther, it should be emphasized that skin test- 
ing is not nearly 100 per cent accurate. Var- 
ious authorities give from 50 to 75 per cent 
accuracy for food tests, up to 80 or 90 per 
cent for inhalants (dusts) and 90 per cent or 
better for pollens. Skin reactions should be 
considered to represent a past and a future 
as well as a possible present sensitization. It 
is only fair to explain to the patient before 
skin testing is done that the procedure is of 
relative value and not absolute. In combina- 
tion with the history it gives us a starting 
point for investigation and treatment. Merely 
making a number of skin tests, particularly 
for foods, and handing the patient a chart 
telling him not to eat the things to which 
he has reactions will usually lead to disap- 
pointing results. 


In the opinion of many allergists, sensitiza- 
tion to foods is the commonest factor in the 
cases in question; hence tests should be made 
for the commonly eaten foods, and certain 
dusts or inhalants, as indicated by the pa- 
tient’s environment. If reactions are obtained 
to these dusts, one should test more exten- 
sively for other dusts. Where the condition 
is definitely seasonal, especially during the 
pollen period of the year, scratch tests for 
pollens are first indicated. Where pollens are 
not suspected and where foods are proved to 
be a definite factor but relief on elimination 
diets is not complete, more tests for various 
contactants and inhalants should be made. 
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Treatment 


The treatment of such cases formerly has 
been the usually prescribed expectorants 
combined with various cough sedatives. They 
are also given medicated vapor inhalations 
One thing which might lead the physician 
to suspect an allergy is that the use of ephe. 
drin in cough mixtures often gives definite 
relief. While this is not in itself diagnostic 
it is suggestive. 


The logical treatment of this condition 
consists in an investigation of the allergy 
case, as briefly mentioned above, so as to dis- 
cover the cause and eliminate it. As a genera] 
rule, any pathological condition, the cause of 
which is not clearly made out, should call for 
the consideration and elimination of allergy. 
If this were done, much unnecessary surgery 
might be avoided. The longer an allergic con- 
dition persists, the more likely is a mucous 
membrane to become thickened and it may 
develop irreversible changes. 


In a case of food allergy, an elimination 
diet, properly balanced and as limited as pos- 
sible, is prescribed. It is based on the patient's 
history, his food likes and dislikes, his known 
food disagreements and the results of the skin 
tests. The first diet is to be followed rigidly 
for a week or 10 days. The patient must 
understand that if any satisfactory results 
are to be obtained, he must meticulously ad- 
here to the diet and not partake of any other 
foods. After the use of this diet for the period 
prescribed the patient returns and, if satis- 
factory results are being achieved, he is given 
a list of foods to be added to the diet, one 
article at a time. allowing not less than two 
days trial for each important food. It is best 
to have him eat the new article very lightly 
the first day; if symptoms develop upon the 
moderate use of the new food, it is assumed 
that he is absolutely sensitive to it and should 
not eat it at all. If symptoms appear after the 
free use of the new article, it would indicate 
likely that he is slightly sensitive and may 
use the food in question occasionally or daily 
in very small amounts. If the patient’s condi- 
tion should become worse on the first diet. 
the inference is that some prominent food 
is disagreeing in spite of negative skin tests. 
A change should be made at once. It usually 
requires changing the cereal. 
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In case of dusts, where the suspected in- 
halant cannot be eliminated, desensitization 
should be attempted by hypodermic injection 
of ascending doses of an extract of the of- 


fending dust. 


Even where skin tests do not indicate sen- 


sitization to eggs, wheat or milk, it seems 
best usually to eliminate these from the ini- 
tial diet. An exception is where reactions are 
obtained to all cereals except wheat, under 
which condition wheat would be chosen as 
the cereal. The plan laid down by Rowe! is 
very comprehensive and should be followed. 
We are often surprised in many of these cases 
to see their previously mentioned symptoms 
clear up as a result of the above treatment, 
and in the case of rhino-pharyngeal condi- 
tions no further local treatment may be re- 
quired. Where such relief, however, does not 
occur, or where there is a definite infection, 
it is equally important to have the coopera- 
tive treatment of a rhinologist. 


The following briefs from case histories are 
illustrative: 


Case No. 1—D. A. C., male, white, aged 10. 
Chief complaint: frequent colds. At age five 
this boy had measles and had been subject 
to frequent colds which lasted indefinitely. 
There was always nasal catarrh, which was 
least troublesome in summer months. When 
seen he had a thick, clear nasal discharge; 
no gastrointestinal symptoms. His appetite 
was fair, and his bowels were slightly consti- 
pated. As a baby he had much “colic”; he had 
occasional canker sores. He had been subject 
to occasional earache but no purulent infec- 
tions of the middle ear. He had been treated 
with autogenous vaccines with rather indif- 
ferent success, and the recurrence of the con- 
dition had not been prevented. Skin scratch 
tests showed definite reactions to beef, pork 
and peas, slight to egg yolk, peaches, pears 
and wheat. On a diet eliminating these foods 
(and excluding eggs and milk), his symptoms 
cleared up and he was remarkably free from 
colds. At present (10 months later) he is able 


to eat everything except peas, wheat and 
pork. 


Case No. 2—C. S., aged 5, male, white. Chief 


l — Albert H.. Clinical Allergy, Lea and Febiger, 
‘ 


complaint: repeated chest colds. Patient had 
not been well for about three years. In Sep- 
tember, 1935, had had a mastoid operation 
followed by a persistent cough which con- 
tinued until the summer of 1936 when he had 
a tonsillectomy. He seemed better for awhile, 
but had a recurrence of his cough in the late 
summer of 1937 which persisted with slight 
remissions until the present time. The pa- 
tient’s colds would start with an increase of 
his nasal catarrh, fever and a cough which 
was of a croupy character, especially at night. 
This would be associated with wheezing. His 
appetite was fair. He disliked eggs. He had 
no gastrointestinal symptoms. Upon examina- 
tion there was a glairy nasal discharge and 
the chest had many sibilant rales. 


Skin tests of March 1, 1938, showed strong 
reactions to asparagus, celery, string beans, 
corn, egg white, honey, lettuce, peas, tomato, 
wheat and moderate reactions to lemon, rye, 
pyrethrum and soybean, and slight reactions 
to carrot, cocoa, orange and spinach. 


On a diet eliminating the foods to which 
he reacted and also milk his symptoms were 
promptly relieved. Additions to the diet in- 
dicated that milk and spinach were tolerated, 
but wheat and eggs were the greatest offen- 
ders and had to be kept completely out of 
the diet. 


The patient remained well as long as he 
continued strictly on his diet. Some tolera- 
tion was later established to certain cereals 
with the exception of wheat. 


Case No. 3—B. M. H., married, female, aged 
thirty-three, school teacher. Chief complaint: 
frequent head colds and stuffy head between 
acute attacks. 


The patient stated that she gradually de- 
veloped a nasal catarrh in the spring of 1931. 
She had operations on the antra and sphe- 
noid with some improvement until the winter 
of 1931 when she caught cold and from that 
time had not been able to get complete relief 
from the nasal condition. There was com- 
plaint of posterior nasal discharge of a jelly- 
like mucus which was sometimes purulent; 
rarely had headaches or sneezing. Usually 
felt better in the summer. Housedust made 
her nose stuffy, and she was likewise affected 
by tobacco smoke and talcum powder. She 


ll 
















believed she had mild hay fever from locust 
blossoms, and at times had indigestion of 
gaseous nature associated with slight ab- 
dominal pain. 


The physical examination indicated a 
chronic rhinitis with a mucoid discharge. 
Chest examination was essentially negative. 


As the symptoms seemed to suggest a dust 
allergy, tests for these were made and posi- 
tive reactions obtained to horse dander, mole 
fur, seal fur, orris root and pyrethrum. The 
patient was told to avoid these particular 
dusts. An autogenous vaccine was made from 
the nasal discharge and ascending doses of 
the same administered with apparent im- 
provement. The patient continued these in- 
jections at intervals during 1937 and the first 
half of 1938. On September 24, 1938, her con- 
dition seemed to be worse, and at that time 
skin scratch tests for foods were made. Only 
slight reactions were obtained to cherry, corn, 
cocoa, cottonseed, milk albumin, peas and 
buckwheat. She was placed upon a diet elim- 
inating these foods and completely eliminat- 
ing eggs and wheat. Within a week she no- 
ticed a definite improvement and in two weeks 
was comparatively free from catarrh. Beef 
was found definitely to disagree regardless 
of the negative skin reaction—likewise coffee. 
Milk agreed only if it was boiled or evaporated. 
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These cases cited are representative of , 
considerable number. The skin tests are ¢e. 
finitely helpful but, as in Case No. 3, ar 
certainly not final in making one deci¢e 
whether to attempt a special diet or not. 


Where the allergic condition has persiste, 
many years, much improvement may be ex. 
perienced in removing the allergen, but , 
complete recovery can hardly be expected 
Hence the condition should be suspected jn 
cases of frequent colds or chronic nasa) 
catarrh and early preventative measures ip- 
stituted. 


Summary 


Allergic conditions may occur in any de- 
partment of medicine and should always be 
considered and eliminated, especially where 
a definite organic cause cannot be ascer- 
tained. In any chest condition tuberculosis 
must always be considered a possible diag- 
nosis. 


The upper respiratory tract is frequently 
involved in allergic conditions. These produce 
an unhealthy mucous membrane upon which 
an infection may readily be engrafted. The 
investigation of the conditions and report of 
illustrative cases are discussed. 








EXHIBIT OF AMERICAN PHYSICIANS’ ART ASSOCIATION 


“The American Physicians’ Art Association composed of members in the 
United States, Canada, and Hawaii, will hold its second Art Exhibit in the 
City Art Museum of St. Louis, May 14-20, 1939, during the annual session 
of the American Medical Association. Art pieces will be accepted for this 
art show in the following classifications: (1) oils both (a) portrait and (b) 
landscape; (2) water colors; (3) sculpture; (4) photographic art; (5) etch- 
ings: (6) ceramics; (7) pastels; (8) charcoal drawings; (9) book-binding; 
(10) wood carving; (11) metal work (jewelry). Practically all pieces sent 
in will be accepted. There will be over 60 valuable prize awards. For details 
of membership in this Association and rules of the Exhibit, kindly write to 
Max Thorek, M.D., Sec’ty., 850 Irving Park Blvd., Chicago, Il., or F. H. Rede- 
will, M.D., Pres., 521-536 Flood Bldg., San Francisco, Calif.”’ 
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Certain Aspects of the Tuberculosis 
Problem in Massachusetts” 


FREDERICK T. LORD. M.D. 
Boston, Massachusetts 


HE problem in Massachusetts with respect 

to tuberculosis may in some.degree be re- 
presentative and it will perhaps be of value 
to enumerate the facilities for the control of 
the disease, to outline the program and esti- 
mate its results and shortcomings. 


Facilities in Massachusetts 


Sputum examinations are freely available 
throughout the state. 

Massachusetts, with nearly 3 beds per an- 
nual death from tuberculosis, ranks high 
among the states in hospital facilities. On 
the whole, the number of beds is adequate to 
meet the present demand. 


Since 1931, the state and county sana- 
toriums have extended their activities by the 
maintenance of diagnostic out-patient de- 
partments and at the request of towns or 
groups of towns have furnished diagnostic 
service through members of their staffs. 
Twenty-two extra-mural clinics, for the most 
part located in out-patient departments of 
general hospitals, are in operation with x-ray 
facilities for patients without regard to fi- 
nancial status. 


In addition, there are about forty tubercu- 
losis dispensaries maintained by local boards 
of health as required by law for cities of 50,000 
population and over, but x-ray facilities are 
largely lacking in these clinics, and the State 
Health Commission! recommended that all 
communities without approved tuberculosis 
hospitals be encouraged to arrange with their 
county or state sanatoria for tuberculosis 
diagnostic service and to discontinue their 
locally staffed clinics. 


Case-Finding 


Group investigation in Massachusetts began 
with the inauguration of the Ten Year Pro- 


gram for the examination of school child- 
ren in 1924. 





* Presented at the Southern Tuberculosis Conference 
and Southern Sanatorium Meeting, Louisville, Ky.. 
September 20, 1938. 


Investigation of school children has played 
a prominent part in the program in Massa- 
chusetts. During the ten years ending in 
1934, over 400,000 grade and high school child- 
ren were tuberculin tested and the reactors 
x-rayed. In the continuing program in most 
of the communities of the state, the school 
children are routinely examined for tuber- 
culosis. In Boston during the past year an 
examination was made of children in the 
parochial schools and plans have been for- 
mulated to investigate the children in the 
public schools. 

It has seemed desirable to change from the 
annual investigation of the seventh, ninth 
and eleventh grades to the high school group 
as a whole, thus enabling the examiners to 
investigate a larger number in one school at 
one time and return to the school when other 
children have taken the place of those al- 
ready examined. 

The expense estimated by Zacks ? amounts, 
in approximate figures, to $1.50 per child 
tested. On this basis the cost is $120 per child- 
hood type of tuberculosis found and $1000 
per adult type of tuberculosis found. The 
childhood type in the high school group may 
be expected in about one in 80 of the children 
tested and the adult type in about one in 700. 

The advantages of the finding of tubercu- 
losis in school children are twofold. There is 
the benefit to the affected child and to the 
community. These advantages are, however, 
fully realized only when the investigation 
includes both children and contacts. 

The school program suffers from the fail- 
ure in general to secure parental consent for 
the investigation of more than 50 to 60 per 
cent of the children. In the Middlesex County 
Sanatorium district, the service was accepted 
in 1937-38 in 64.9 per cent. 

All teachers should be investigated for tu- 
berculosis. 

In Massachusetts, only a few cities and 
towns require health certificates from teach- 
ers. This requirement varies in different com- 
munities and is, for the most part, confined 
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to new teachers coming into the system. In 
1936, the Massachusetts State Health Com- 
mission! recommended that all school teachers 
be examined prior to employment and at 
suitable intervals thereafter and that no 
teacher with active tuberculosis be permitted 
to teach. It has seemed best to conduct an 
educational campaign in this matter before 
attempting to secure legislative action. 

Entering freshmen in the ten State Teach- 
ers’ Colleges are tuberculin tested and the 
reactors x-rayed, or x-rayed without testing, 
by the State Department of Public Health. 

Excluding the ten State Teachers’ Colleges, 
there are 56 four year and junior colleges in 
the state. Of these, so far as we know, only 
5, Amherst, Williams, Smith and Massachus- 
etts State Colleges and the Massachusetts In- 
stitute of Technology are carrying out an 
adequate inquiry for tuberculosis. 

Students are investigated for tuberculosis 
in Harvard, Tufts and Boston University 
medical schools. Hospital internes and nurses 
are examined at the Massachusetts General, 
the Peter Brigham and the Boston City Hos- 
pitals. To what extent examinations are made 
in other hospitals information is not at pre- 
sent available. 


Examination of Contacts 


It is appreciated that the case-finding in- 
quiry should include an investigation of all 
family contacts of the tuberculous by x-ray 
examination. Among the most important 
groups in this connection are patients in the 
practice of physicians, sanatorium patients 
and school children. 

To what extent contacts of patients in the 
hands of physicians are examined cannot be 
stated. 

The importance of the investigation of 
contacts of sanatorium patients is illustrated 
by the finding of pulmonary tuberculosis in 
7.7 per cent of 600 members of the families 
of 144 patients with the disease in an active 
stage at Middlesex and Westfield *. A recent 
survey by Pope indicates that extension of 
the investigation to include family contacts 
of sanatorium patients is carried out in a large 
proportion of cases. 

Not only is the proportion of those with 
the disease much higher among contacts of 
sanatorium patients than in the population 
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at large, but the disease is likely to be dis. 
covered at an earlier stage. At the Middlese 
Sanatorium‘ 58 per cent of the cases dis. 
covered among contacts are in a minima] 
or moderately advanced stage as against 2) 
per cent among all admissions. 

The investigation of the family contacts 
of tuberculous children entails the x-ray ex. 
amination of about 3 additional persons to 
every 80 tested children. Among 346 contacts 
of 89 children with the childhood type of 
tuberculosis, Zacks® found 14 cases, 4 per cent 
with pulmonary tuberculosis or suspicious 
lesions. In a small group of contacts of child- 
ren with the adult type of the disease, 20 per 
cent were found to have pulmonary tuber- 
culosis. The contacts of children with the 
adult type of tuberculosis are examined in 
a large proportion of the cases. The propor- 
tion of contacts of those with the childhood 
type thus far examined is far too low and 
in certain communities does not exceed 10 
per cent. 

In communities where the family contacts 
of sanatorium and clinic patients have been 
investigated, it is found that in many in- 
stances the contacts of tuberculous school 
children have already been examined. 

The value of the investigation of school 
children may be questioned on the ground of 
expense, small yield and favorable outlook 
with the childhood type. In the investigation 
of school children it is important to make 
use of the opportunity to extend the inves- 
tigation to the probable source of infection 
in the family. Among the family contacts of 
children with the childhood type of tuber- 
culosis, the proportion with active pulmonary 
tuberculosis lags behind the proportion among 
contacts of children and adults with the adult 
type of pulmonary tuberculosis. School child- 
ren are, however, the most readily available 
large group of the population and the school 
program has an educational value. 


Results 


The continued fall in the death rate from 
tuberculosis in Massachusetts is encouraging. 
It has decreased per 100,000 population for 
all forms of the disease from an annual avel- 
age of 413 (1871-75) to 52.2 (1931-35), 43.1 
(1936) and 42.7 (1937). The death rate from 
the pulmonary form dropped from 41.6 in 
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1935 to 39.4 in 1936 and rose to 39.9 in 1937. 
The decline over many years is in part to be 
attributed to improvement in the standards 
of living and in part to a gradually diminish- 
ing amount of community infection. A gen- 
erous provision of hospital beds may be re- 
garded as an important factor in reducing 
the opportunity for infection by segregation 
of patients with open forms of the disease. 
To what extent, if any, the rate of decline 
has been accelerated in consequence of the 
considerable effort and expense in Massa- 
chusetts in comparison with other states can- 
not be stated from any data at hand. 

There is some increase in the case-finding 
index. Case-finding averaged 1.8 per annual 
death from 1920 to 1931, inclusive, and rose 
to about 2.0 from 1931 to and including 1937. 
It is 2.22 for the Middlesex Sanatorium Dis- 
trict. 

The importance with respect to early diag- 
nosis of seeking the disease in available 
groups is illustrated by the case-finding re- 
sults in children. Morgan ® reports that the 
number of minimal cases of pulmonary tu- 
berculosis in children admitted to Westfield 
for the years of 1910 to 1920 was 12 in 200 
cases, or 6 per cent. During that early period 
only positive sputum cases were admitted, 
and none were x-rayed. The proportion of 
minimal cases admitted has constantly in- 
creased since the inauguration of the state- 
wide school program. Of 126 children admitted 
(1929-32) 64, or 50 per cent, were in a min- 
imal stage of the disease. 


Among adults, there has been no increase 
in the proportion of minimal cases admitted 
to the sanatoriums. At the Essex Sanatorium, 
for example, the percentage of minimal cases 
fluctuated from 8 to 14.2 per cent for the 
years of 1921 to 1933, inclusive, and was 12.5 
during the period of 1933-36 7. 4. At Middlesex 
County Sanatorium during 1937 the moder- 
ately and far advanced cases represented 
85.49 per cent. 


At the Middlesex County Sanatorium there 
has been a considerable increase in the num- 
ber of moderately advanced cases and a cor- 
responding decrease of those in the far ad- 
vanced stages of the disease. In 1934, 74.56 
ber cent of the admissions were far advanced. 
The percentage dropped in 1935 to 65.41, in 
1936 to 59.09 and in 1937 to 53.83 *. 


Measures for Improvement 


The results in Massachusetts fall short of 
an attainable goal. 

There shouid be a larger measure of sup- 
port of the program from the public, the 
medical profession and official agencies. 

Parental consents should be secured for the 
examination of a far larger proportion of 
school children through better organization 
of health teaching in the schools and tuber- 
culosis teaching in particular. 

Greater progress in case-finding at an 
earlier stage of the disease may be expected 
from a more intensive search for cases and 
contacts among adult groups and especially 
the cases and contacts in the practice of 
physicians. 

Group investigation should be extended to 
include all teachers, medical students, hos- 
pital internes and nurses, college students, 
diabetics, and nursemaids and domestic help 
where there are children. 


Failure to carry out a more comprehen- 
sive case-finding program in Massachusetts 
as a cooperative enterprise of the medical 
profession, boards of health and sanatoriums 
has been due, in large measure, to lack of 
authority on the part of the State Depart- 
ment of Public Health. 


In Massachusetts, contrary to the prevail- 
ing custom elsewhere among the states, the 
State Department of Public Health has had 
only an advisory and investigative function. 
Authority in matters pertaining to public 
health is vested in the local community. Under 
this system, the state as a whole, and especial- 
ly the smaller communities, were inadequate- 
ly protected. 


Regulations for the control of communi- 
cable diseases were, until recently, the re- 
sponsibility of local boards of health. For the 
most part, these boards lack specially trained 
personnel and varying policies have prevailed 
in different communities with resultant con- 
fusion and uncertainty. Through a recent 
amendment of the General Laws’ the promul- 
gation of rules and regulations relative to 
diseases dangerous to public health is now 
vested in the State Department of Public 
Health. 


Failure to carry out a more adequate case- 
finding program is in still larger measure 
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due to insecure tenure of office of competent 
officials and absence of properly qualified 
persons as health executives in a large pro- 
portion of the communities in the state. 

Of 277 towns with a population under 
10,000, in 103 the selectmen constitute the 
Board of Health and in only 97 is a physician 
a member '. 


The State Health Commission recommend- 
ed that cooperative health service on a county 
or county district basis be established. Under 
the terms of the proposed act any city or town 
of over 50,000 inhabitants is required to em- 
ploy a full-time health officer' and there 
would be established, except in Suffolk 
County, County Health Departments, the 
personnel of which would serve as agents of 
the towns in the county. Under the proposed 
act only such persons are eligible for ap- 
pointment as health officers, health commis- 
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sioners, or agents of boards of health as meg 
standards established by the State Depart. 
ment of Public Health '. These proposed acts 
did not pass, but were referred to the next 
Annual Session of the Legislature. 
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Finding Early Tuberculosis 


THOMAS C. BLACK, M.D. 
Norton, Kansas 


HE symptom complex consisting of cough, 

sputum, fever, hemoptysis, loss of weight 
and strength presents a clinical problem sug- 
gestive of pulmonary tuberculosis if the dis- 
ease is kept in mind as advised by Dr. Lawra- 
son Brown. Patients presenting this picture 
will, however, in a great majority of instances, 
have advanced disease with its unfavorable 
prognosis. Because of the insiduous onset of 
tuberculosis the average individual does not 
present himself to his physician for examina- 
tion until symptoms are fairly well esta- 
blished. Although there has been a marked 
reduction in the mortality rate and in the 
incidence of tuberculous infection in many 
places throughout the country during the past 
generation, as shown by the reduction in per- 
centage of positive tuberculin reactors, the 
fact remains that tuberculosis is still the 
leading cause of death in the young adult age 
group. Despite the widespread publicity cam- 
paigns for early diagnosis, the majority of 
patients entering tuberculosis sanatoria to- 
day have advanced disease. Since Drolet! 


Kansas State Sanatorium. 
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has shown that we still have the same fa- 
tality rate or the same number of deaths per 
one hundred new cases as twenty years ago 
despite our modern therapy, it is obvious we 
must place greater stress on finding early 
tuberculosis and isolation of open cases. 


The two main methods of finding patients 
with early tuberculosis; tuberculin testing 
with follow-up x-ray studies and the exam- 
ination of contacts, are in whole or in part the 
basis of most of the case finding plans or 
programs now in operation. These plans must 
necessarily vary to fit the particular problem 
of a given community while making the best 
use of available funds and personnel. Mass 
tuberculin testing has been carried on in 
schools, homes, and industry as well as in 
smaller selected groups. The beneficial results 
thus obtained giving us the incidence of in- 
fection as well as producing patients with 
early disease are well known. 


A positive tuberculin test means living tu- 
bercle bacilli in the body, but gives no infor- 
mation concerning the type, extent or ac- 
tivity of the tuberculous lesion. Therefore it 
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is necessary to have follow-up x-rays on all 
positive reactors. These positive reactors must 
have annual re-examinations or oftener if in- 
dicated. The negative reactors should have 
annual tuberculin tests until becoming posi- 
tive and then be included in the above group 
for re-examination. Soper, routinely tubercu- 
lin testing and re-examining 10,600 appar- 
ently healthy undergraduate and graduate 
students at Yale found 82 definite cases of 
early tuberculosis or a yield of .77 per cent 
from 1930-31 to 1936-37. Thus we see the ne- 
cessity of increasing our case finding and re- 
examination programs among older age 
groups. On finding a definite open case of 
tuberculosis, this person should be segre- 
gated to stop exposure to other people. Ac- 
cording to Drolet, the segregation or isola- 
tion of the open cases in our sanatoria has 
been mainly responsible for the reduction in 
the incidence of tuberculosis. 


Upon diagnosing a case of tuberculosis, the 
attending physician, in addition to treating 
the patient and his disease, has a deeper re- 
sponsibility. This consists of an educational 
program directed toward the family group as 
a unit in particular and the community in 
general. These groups must be taught that 
there are several means of spreading tubercu- 
losis, but by far the most important of these is 
by means of contact or close association with 
an open case. That is the transferring of in- 
fection from the sick to the well by means 
of inhalation and ingestion of sputum drop- 
lets. This heavy exposure is only possible by 
close association with a definite case of tu- 
berculosis. Therefore, if we are to find early 
tuberculosis by means of contact examina- 
tion, we must look for it in those individuals 
most likely to have the greatest exposure and 
this means the family group. This means a 
complete physical examination plus tuber- 
culin testing, x-ray, and sputum examina- 
tions of all members of the family and in 
addition any other individuals who have been 
in close contact with the patient. The groups 
must also be taught the principles of isola- 
tion to be carried out in the home until the 
Patient can be removed from the family to 
prevent further exposure. This breaking of 
contact is essential in any control program. 
Unless this relationship is fully appreciated 
and the open case removed from the home, 


other members of that family may eventual- 
ly apply for admission to some sanatorium. 

Segregation of the open cases is absolutely 
necessary to protect infants and children. 
Moorman * found 734 cases of childhood tu- 
berculosis in 1,322 tuberculin positive child- 
ren under 15, most of whom were contact 
cases. It is, therefore, essential, in order to 
reduce the incidence of post-adolescent adult 
type tuberculosis, to remove the definite case 
and thus the causative factor from contact 
with children in the home. Plunkett® re- 
ported 5,713 patients in whom there was a 
definite history of contact. There were very 
few cases of re-infection tuberculosis among 
children under 15 years of age. Many of the 
cases thus discovered occurred in the age 
group 15 to 45. Plunkett further reports 65 
per cent of new cases discovered as a result 
of contact examinations were minimal in com- 
parison to 41 per cent minimal of another 
large series of non-contact cases. 


Recently following the death of her mother, 
an asymptomatic 17 year old girl was dis- 
covered through contact examination to have 
an apical parenchymal lesion that produced 
no physical signs. This is not a rare occur- 
rence and similar examples are familiar to all 
physicians. In fact most individuals with posi- 
tive family histories will have positive tuber- 
culin reactions and many cases of early dis- 
ease have been discovered as a result of ex- 
amination of these contacts. If the manage- 
ment of these asymptomatic cases presenting 
Roentgen-ray evidence of minimal parenchy- 
mal disease is carefully supervised, a majority 
of them will become arrested and have a good 
eventual prognosis. The value of x-rays in de- 
termining the presence of pulmonary path- 
ology is shown by the above example. Samp- 
son and Brown‘ showed a 99 plus per cent 
correlation between x-rays and minimal dis- 
ease whereas the other cardinal diagnostic 
methods were much less accurate. 


The post-adolescent and young adult 
groups show the greatest number of early 
parenchymal disease in apparently healthy 
people and it is this group that should re- 
ceive the most attention. Young, apparently 
healthy individuals with positive tuberculin 
tests and negative chest films should be 
taught that one complete examination gives 
little information regarding their future 
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health. These people may remain healthy as 
far as tuberculosis is concerned the rest of 
their lives or because of the size of the dosage 
or individual hypersensitiveness may develop 
active disease at some future time. In order 
to assure future health to these positive tu- 
berculin reactors and contacts, it is necessary 
that they have routine re-examinations for 
a period of at least 5 to 7 years after exposure 
is ended. These re-examinations should be on 
an annual basis or more often if indicated. 
Questionable cases should be re-examined 
more frequently, probably every 2 to 6 months, 
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depending on the situation. 
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Acute Hemothorax 


F. P. O'HARA, M.D., F.A.C.S. 
San Diego, California 


‘| HE diagnosis and treatment of hemotho- 
rax, or blood in the pleural cavity, has 
been dealt with rather infrequently in the 
American literature. It has, however, received 
more thorough treatment in foreign journals. 
Either undertreatment or overtreatment is 
seen so often, that it was thought timely to 
give a brief review of this subject. The occur- 
rence of this condition goes back as far as 
mankind has used weapons, and it is indeed 
remarkable in going back over ancient writ- 
ings to find that the treatment has varied 
but little until the present; but that the same 
controversy existed then, as to conservative 
or active measures, as exists today. We find 
men like Guy de Chauliac and Hippocrates, 
and later “fathers of medicine” advocating 
immediate closure of a chest wound, and 
awaiting developments for instigation of ac- 
tive treatment. Others advised and practiced 
widening of the wound with irrigation or 
packing. During the world war with numerous 
chest wounds giving hemothorax, most sur- 
geons used open thoracotomy at once for 
control of the bleeding, with remarkable re- 
sults. The old dispute still goes on, however, 
as to when to interfere and when not to, and 
only experience and close observation of the 
course of each patient individually shows us 
our course, 
All cases of hemothorax are usually com- 
plicated with some degree of pneumothorax, 
but this may be so smal] an amount of air as 
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to be undetectable or overlooked. We will con- 
cern ourselves here only with those cases of 
hemorrhage into the pleura caused by trauma 
and not those occurring in preexisting path- 
ological states such as tumor, aneurysms, and 
chronic lung diseases. 

The most common causative factor in tra- 
uma of the chest in civilian life nowadays 
is, of course, automobile accidents. An in- 
creasing number of crushing injuries of the 
chest are seen with perhaps multiple frac- 
tures of the ribs, but, fortunately, only a small 
percentage of fractures of the ribs cause 
much bleeding into the pleural space or 
pneumothorax. Puncture wounds in the chest 
of any nature, of which the most common 
are knife wounds and bullet wounds, usually 
cause the more serious hemorrhages into the 
pleural cavity and are seen quite frequently 
in the more populated areas. 

The amount of hemorrhage into the pleural 
space depends very markedly on where it orig- 
inates. Stab wounds, small puncture wounds 
and even bullet wounds sometimes cause very 
little hemothorax or pneumothorax, as the 
small openings in the lung itself close very 
quickly with blood clot. Tears or lacerations 
or involvement of the larger vessels, of course, 
bleed more profusely. Injuries to the inter- 
costal vessels notoriously cause much bleed- 
ing, which is prolonged by the continuous 
movement of the chest wall in respiration, 
and usually require ligation. Just recently ! 
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have séeri a case of a stab wound of the up- 
per chest with the development of a moderate 
hemothorax. Several days later the intern 
attempted an intercostal trocar drainage in 
the lower chest and unknowingly severed the 
intercostal artery, bleeding from which re- 
sulted in death, as shown by post mortem. 


At a murder trial afterward his assailant was 


acquitted, although it was ticklish work ex- 
plaining the cause of death to the jury. 

A stab wound or bullet wound of the chest 
producing only a small hemothorax with no 
increase in signs and few symptoms, requires 
no active interference and should not even 
be aspirated. In large hemorrhages, however, 
two sets of symptoms may appear, perhaps 
one or the other predominating. Symptoms 
of circulatory collapse from loss of blood may 
ensue, but are seldom predominant. Signs and 
symptoms of pressure within the chest are 
more common and overshadow the former. 
The clinical picture of acute hemorrhage is 
so well known that it requires little mention 
—pallor, thirst, restlessness, sweating and a 
rising pulse rate with falling blood pressure— 
dyspnea and air hunger are late terminal 
phenomena. 


Rapidly rising intrapleural pressure, on the 
other hand, produces early dyspnea and 
cyanosis. The type of dyspnea is characteris- 
tic. As the pressure increases, the chest be- 
comes dilated and the limit of expansion 
reached, so that expiratory efforts become 
very active forcing air out of the lungs by 
grunts. Air is drawn back in by a passive re- 
bound to the dilated condition. When acute 
hemorrhage into the chest is complicated by 
a rising intrapleural pressure, a falling blood 
pressure indicates a predominance of the 
former, while a rapid labored respiration, 
cyanosis, and an exaggeration of the respi- 
ratory waves in blood pressure readings in- 
dicate that the intrapleural pressure is great- 
ly and dangerously increased. 

This change in the respiratory waves of 
blood pressure is well known but seldom 
looked for. In a normal person there is a slight 
lowering of blood pressure readings taken 
during full inspiration over those taken in 
expiration, due to increased intrathoracic 
Pressure. If the intrathoracic pressure is 
greatly increased, as happens in large hemo- 
thoraces, the pressure during inspiration may 
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be markedly lowered or even nil, while the 
pressure during expiration remains relative- 
ly normal. Circulatory embarassment and 
collapse may result from either hemorrhage, 
or increased intrathoracic pressure, or both, 
and these symptoms must be watched closely 
and differentiated, since either one or a com- 
bination results in death. 


The falling .blood pressure and rising in- 
trapleural pressure tend to stop any moderate 
bleeding point within the pleural space and 
should not be altered unless symptoms become 
dangerous. In general, a blood pressure less 
than 80 mm. indicates immediate blood trans- 
fusion, while severe dyspnea with the above 
mentioned change in blood pressure waves 
calls for aspiration of the chest. An unex- 
plained factor in these hemothoraces is that 
the blood in the pleural cavity usually does 
not clot even in situ or after aspiration. It 
should, therefore, be theoretically possible to 
aspirate blood from the chest and reinject it 
into the veins, thus maintaining a balance 
of pressure both in the circulatory system and 
the pleural cavity at safe levels. This is pos- 
sible in early cases with little contamination 
and the blood aspirated from the pleural 
space may be transferred without the use of 
anticoagulants. 


Once the stability of the blood pressure and 
respiration indicate that active bleeding has 
ceased nothing should be done for at least 
48 hours. Then blood may be aspirated and air 
replaced on repeated occasions until the he- 
mothorax is converted into a simple pneu- 
mothorax. Blood left in the pleural cavity 
usually absorbs spontaneously, but sometimes 
it produces later calcification of the pleura, 
so that more than minimal amounts should 
be removed. Occasionally, the blood in the 
pleural cavity also becomes infected, even 
without the possible introduction of organ- 
isms by aspiration, and this influences one 
toward earlier removal. In cases in which it 
does become infected and an empyema re- 
sults the usual methods of treatment for pus 
in the chest are indicated. 


Spontaneous hemothorax is an interesting 
but, fortunately, very rare occurrence. It is 
thought that the majority of these cases are 
due to rupture of a tuberculous focus, but in 
many no predisposing cause, as well as very 
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minor instigating causes, are found. Cases of 
this type are always associated with some 
pneumothorax, but it is striking that in those 


DISEASES OF THE CHEST 





APRu, 


which are explored by thoracoscopy the bleeg. 
ing point is seldom found, and also that it js 
rarely seen definitely, even at autopsy. 
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Pulmonary Tuberculosis in the Aged 
(from 50 years on) 


G. C. GODWIN, M.D., F.A.C.P. 
Sanatorium, North Carolina 


ROGRESS in the treatment of pulmonary 

tuberculosis has been slow, but effective, 
during the past two or three decades. This 
form of tuberculosis was largely treated by 
bed rest alone for many years except in rare 
cases when artificial pneumothorax would be 
induced on one side. Many fine arrests and 
even cures were obtained in some cases after 
many months or years spent in bed. About 
thirty-five years ago artificial pneumothorax 
was advocated and instituted in some young 
adults when the disease was confined to one 
lung with encouraging benefits. Slowly this 
form of treatment (artificial pneumothorax) 
came to be used more extensively in young 
adults, but patients more than fifty years of 
age were then generally thought unfit for 
collapse therapy. The results obtained from 
unilateral pneumothorax were so satisfactory 
in many patients that a few internists began 
to partially collapse both lungs simultaneous- 
ly, but not without some question regarding 
the immediate effects and ultimate benefits. 
However, in a short time the value of partial 
bilateral artificial pneumothorax was accept- 
ed as being worth while and las a result it is 
now a common form of treatment in thous- 
ands of patients, and has prolonged and saved 
the lives of an untold number of both young 
and old patients. 

Since artificial pneumothorax is such an 
effective form of treatment in patients under 
fifty years of age, it should also be valuable 
in those above age fifty, if there is not some 
definite contra-indication, such as chronic 
progressive heart disease, marked pulmonary 
emphysema, chronic kidney disease, etc. The 
age of a patient alone should not disqualify 
him or her from a trial at collapse therapy 
(artificial pneumothorax). Successful collapse 
will be obtained more frequently in the young 
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and the end results will often be more satis. 
factory, but when it is successful the end re- 
sults are satisfactory in both the young and 
old. This being true, it is highly desirable 
and necessary that older patients be carefully 
studied before collapse therapy is denied 
them. I know of no group of people who should 
be more carefully studied and cared for than 
that group of men and women above age 
fifty who have active pulmonary tubercu- 
losis with sputum containing tubercle bacilli, 
They are usually confined to their homes and 
have many visitors from day to day or they 
are up and about the neighborhood making 
contacts with friends free of tuberculosis. In 
this manner they are unknowingly or care- 
lessly sources of spread of tuberculosis and 
are dangerous to their families and asso- 
ciates. Most of these patients cough and ex- 
pectorate sputum positive for tubercle bacilli 
without regard for the safety or health of 
others. 

Patients of this type have a chronic type 
of pulmonary tuberculosis and frequently are 
not known to have active tuberculosis. They 
are thought to have chronic bronchitis or 
asthma and they frequently do, but in addi- 
tion they have pulmonary tuberculosis with 
sputum literally loaded down with tubercle 
bacilli. Under such circumstances they are 
not considered dangerous to other members 
of their families or friends, but they make 
the control of tuberculosis very difficult as 
they cough and spit with no knowledge of 
the fact that their sputum contains live tu- 
bercle bacilli. Young children and those ap- 
proaching adolescence exposed to conditions 
of this kind offer fertile soil for the develop- 
ment of tuberculosis and no effort should be 
spared to protect them from such dangers. 
Their contacts with active cases should be 
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proken permanently. All patients who have 
chronic cough, asthma, chronic bronchitis or 
chronic laryngitis should be carefully ex- 
amined and studied for pulmonary tubercu- 
losis as this disease is a very common cause 
of such complaints. The examination should 
include x-ray of the lungs and repeated spu- 
tum studies for tubercle bacilli. 


When the positive sputum cases are known 
they should be put on bed rest in sanatoria 
and artificial pneumothorax tried, when in- 
dicated, for a period. If the sputum remains 
positive in these cases other forms of collapse 
therapy should be considered before they are 
declared unfit for further sanatorium treat- 
ment. Finally, if the sputum cannot be made 
free of tubercle bacilli these patients should 
not be returned to their homes, but provision 
should be made to adequately care for them 
in rest homes. Unfortunately, too few com- 
munities now have such homes available. 
Older people in homes of this type should not 
be considered social outcasts or given up as 
hopeless. Many of these patients will be well 
pleased to be in such homes and as a result 
will acquire a better mental attitude and will 
improve. Opportunity will be given for the 
treatment of any tuberculous or non-tubercu- 
lous complications which might in some way 
render collapse therapy inadvisable. 


Under such circumstances rest treatment 
can usually be taken with more ease and 
grace. And when this is done, these patients 
frequently show some evidence of healing on 
serial x-ray examinations. Not only do signs 
of healing appear on x-ray plates, but these 
patients gain weight, cough and spit less and 
feel much stronger and better. While resting 
in such homes many of these patients may 
have had some complicating disease removed 
or controlled and thus be rendered fit for 
further consideration for pneumothorax or 
some form of collapse surgery. When such 
a program is followed in handling our pa- 
tients we will have contributed much to their 
comfort and well being and at the same time 
we will have removed from circulation one of 
the most common sources of spread of tu- 
berculosis, and if we are ever to eliminate 
tuberculosis in human beings we must remove 
the sources of contacts with living tubercle 
bacilli. All patients with sputum containing 
tubercle bacilli should be placed in sanatoria 
or rest homes until the sputum is negative on 
repeated examinations. When enough beds 
are available to care for these positive sputum 
cases we will see a more rapid decline in the 
spread of tuberculosis. Every community 
should provide sufficient beds to adequately 
care for their own cases of active pulmonary 
tuberculosis with positive sputum. 


7. Sa 











FIFTH ANNUAL CLINIC | 


For the fifth consecutive year, the psychiatric staff of the Menninger | 
Clinic, Topeka, Kansas, will offer a week’s postgraduate course in Neuro- 


\ 
psychiatry in General Practice, April 17-22. This practical presentation of ' 


ment is limited to thirty. Address inquiries to Dr. Robert P. Knight, Chair- 





dynamic psychiatry through lectures and case presentations has been at- 


tended by physicians from nineteen states in the past four years. Enroll- 
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The Pennsylvania Plan* 


FRANK WALTON BURGE, M_.D., F.A.C.P.** 
Philadelphia, Pennsylvania 


DINNER ADDRESS 


ONORABLE Toast Master, Doctor Clerf, 
Illustrious guests, Most Glorious Warriors 
in the World, the fighters of the White Plague. 
It is, to say the least, unseemly for me to 
put myself upon this program. I take the 
opprobrium willingly, however, for the Penn- 
sylvania Plan is important; the individual of 
little consequence. We crumble quickly but 
ideas live on. 

In the past year we have seen this com- 
posite thought, the Pennsylvania Plan, born, 
grow, and commence fruition. We expect, 
through the working out of this Plan, to bring 
a new battery to bear on the dread disease. 
Successful waging of a war calls for coopera- 
tion, coordination, efficiency, and the eli- 
mination, as far as possible, of selfish mo- 
tives. 

Under the Pennsylvania Plan, we have the 
Public Health Officials; the organization of 
the laity, the National Tuberculosis Associa- 
tion with its components; the organization of 
the chest specialists, the American College of 
Chest Physicians; all working in coordination 
with the State-wide Tuberculosis Committee 
of the Pennsylvania State Medical Society 
and the Tuberculosis Committees of the 
County Medical Societies. 

We pledge ourselves, those of us who are 
in Organized Medicine, to keep the direction 
of our activity in the hands of those members 
of our profession who know the most about 
tuberculosis, and are most interested in its 
eradication. 

We pledge ourselves steadfastly to support 
the State Tuberculosis Sanatoria in their 
need for higher paid and larger professional 
and lay staffs, with improved living condi- 
tions for the physicians, so essential in main- 
taining adequate, permanent. experienced 
staffs, so woefully lacking ever since our state 


Delivered at the Tuberculosis Day Dinner during the 
Meeting of the Pennsylvania State Medical Society. 
Scranton. Pa.,. October 6, 1938 

**Chairman. Tuberculosis Committee 
State Medical Society 


Pennsylvania 


sanatoriums were begun, many years ago, 
and much more important in the New Treat. 
ment Era of today. 

We pledge ourselves to the education of our 
own members, to the end that public sniping 
at the National Tuberculosis Association, the 
Pennsylvania Tuberculosis Society and the 
component County Tuberculosis Societies, 
will cease. Such sniping has been going on 
for years, has hurt the sale of Tuberculosis 
Stamps, but has never, as far as we know, 
helped the Tuberculosis Fight. 

The cause of the sniping, we believe to be 
twofold: 

First, the average doctor does not realize 
that if every penny of the Christmas Stamp 
money was spent upon patient relief or treat- 
ment of one sort or another, it would not 
amount to one drop in the bucket-—that only 
by spending that money on trained and able 
educators of the public who know hoy, 
through publicity of various sorts, to educate 
the public, can the comparatively smal 
amount of money be made a factor in tuber- 
culosis eradication. 

Second cause of sniping is confined to cer- 
tain counties. In these counties, through 
dummy Boards of Directors, certain individ- 
uals place themselves in position to control 
the county organization, and divert money 
from the Christmas Stamp sale to their own 
organization for purposes in which they, 4 
individuals, are interested. These dummy 
Boards of Directors do not direct. An inner 
circle, the Executive Committee of the Board, 
does the directing. 

Now, where you find trouble has occurred 
in the past, examine the membership of the 
Executive Committee and their direction of 
the funds. 

Organized Medicine can easily help to cor- 
rect these sore spots, which while few, {0 
ment widespread dissatisfaction. We mus 
use our influence with the Dummy Directors 
who are doctors in Organized Medicine, # 
resign, and thus aid in the selection of Tuber 
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culosis Specialists who will take sufficient 
interest in the tuberculosis fight to help 
direct the County Tuberculosis Society and 
not permit individuals with an axe to grind, 
to pack the Executive Committee with sub- 
servient members, even, as we know of in 
one case, their own employees! Diversion of 
funds will be found to follow such a set-up, 
against the declared intent of the National 
Tuberculosis Association. 

Organized Medicine must take the blame 
for past unsatisfactory conditions in tuber- 
culosis prevention, diagnosis, and treatment; 
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not due to willful neglect, but to lack of or- 
ganization for Tuberculosis guidance. 

Organized Medicine is now awake to its 
responsibility. It has ceased to be lulled to 
sleep by the dangerous dopesters who falsely 
cry, “the eradication of human tuberculosis 
is near at hand.” The decline in tuberculosis 
has stopped. In many communities it is on 
the increase. Organized Medicine must and 
will brush aside the stalemate caused by the 
satisfaction of senile minds, with conditions 
as they are. This is a War! Are you too old 
to fight? 


47th ANNUAL MEETING 


HE IMPORTANCE of the general practi- 
tioner of medicine in the discovery and 
treatment of tuberculosis was an outstand- 
ing theme in the two-day program of the 
forty-seventh annual meeting of the Penn- 
sylvania Tuberculosis Society held at Pitts- 
burgh on February 14 and 15. 

One full session was devoted to discussion 
under this general topic. With Dr. C. Howard 
Marcy, Medical Director of the Tuberculosis 
League of Pittsburgh, presiding there were 
intensely interesting and stimulating ad- 
dresses by Dr. Horton Casparis, Professor of 
Pediatrics, Vanderbilt University Medical 
School; Dr. Herbert R. Edwards, Director of 
the Tuberculosis Division, New York City De- 
partment of Health, and Dr. Frank Walton 
Burge, Chairman of the Committee on Tu- 
berculosis of the Medical Society of the State 
of Pennsylvania. 


In his address Dr. Casparis emphasized the 
need for physicians being given more thorough 
education in tuberculosis in the medical 
Schools and he stated it to be indispensable 
that every doctor in general practice make 
routine use of well tried modern procedures, 





* Held at Pittsburgh, February 14-15, 1939. 


“Executive Secretary, Pennsylvania Tuberculosis 
Society. 





Philadelphia 


PENNSYLVANIA TUBERCULOSIS SOCIETY * 


ARTHUR M. DEWEES* 
, Pennsylvania 





such as the tuberculin test and x-ray, in the 
examination of patients and members of their 
families. He looked upon the use of these pro- 
cedures as valuable from the educational 
point of view as well as in the early discovery 
of tuberculosis. Dr. Casparis gave three rea- 
sons for lack of interest in the tuberculosis 
problem on the part of physicians—insuffi- 
cient recompense; inadequate training in the 
subject and a tendency to treat patients for 
their complaints and failure to be on the 
alert for tuberculosis. He said “the preven- 
tion and control of the widespread and com- 
municable disease, tuberculosis, requires the 
alertness and help of citizens as well as phy- 
sicians.”’ 

Dr. Edwards in his address spoke on “Func- 
tions of the clinic in Tuberculosis Prevention 
and Control.” Of particular significance to 
the practicing physician was his designation 
of the clinic as a consultation agency. He 
spoke of this as a fundamental responsibility 
and highly valuable service of the clinic. Ac- 
cording to Dr. Edwards, private physicians 
have such confidence in the quality of service 
rendered in the clinics under his direction 
that they request as many as 10,000 consulta- 
tions in a year. He described a procedure of 
close and cordial team work between the 
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physicians and the clinics which he believed 
was a great advantage to physicians using 
the service and helped extensively in the early 
discovery and care of tuberculosis. 


It was a most gratifying and encouraging 
experience to the many members and workers 
of voluntary tuberculosis organizations in at- 
tendance to listen to the address of Dr. Burge 
in which he vigorously urged cordial and 
whole-hearted cooperation on the part of 
practicing physicians and the private citizen 
organization in combating tuberculosis. This 
meant much coming as it did from the Chair- 
man of the Tuberculosis Committee of the 
State Medical Society. Dr. Burge gave large 
credit to the tuberculosis organization em- 
bodied in the National, state and local asso- 
ciations for the success attained in the fight 
to conquer tuberculosis. At the same time he 
emphasized that it is imperative that there 
shall be team work between the doctors and 
the tuberculosis organizations in all com- 
munities. 


Referring to the appointment of his State 
Medical Society committee and of similar 
committees in many county medical societies 
in Pennsylvania and speaking briefly of his 
Tuberculosis Plan, Dr. Burge made the point 
that a main purpose of it all was to stimulate 
and assist the private physician to take a 
larger and increasingly effective part in the 
organized effort to eradicate tuberculosis. 


In addition to the part he took as a speaker 
on the program Dr. Burge held a meeting of 
his committee which was attended by memb- 
ers from different sections of the state. 

Dr. Esmond R. Long, Director of the Henry 
Phipps Institute, Philadelphia, in addressing 
a luncheon session gave as four serious prob- 
lems in tuberculosis control, adequate case 
finding, proper provision of sanatorium and 
hospital beds, proper stay in the sanatorium 


DISEASES OF THE CHEST 


and rehabilitation and education of patients 

The problem of rehabilitating tuberculoy; 
patients was discussed in one session. Speak. 
ing on different aspects of the subject wer 
Mr. Holland Hudson, of the National Tuber. 
culosis Association Rehabilitation Service: 
Mr. Mark M. Walter, Director of Vocationg) 
Rehabilitation, Pennsylvania Department o; 
Public Instruction, and David K. Brune 
Ph.D., Assistant Professor, School of Applieg 
Social Sciences, University of Pittsburgh. 
Manuel C. Elmer, Ph.D., head of the Depart. 
ment of Sociology, University of Pittsburgh, 
presided. Information was given by Mr. Walter 
that plans were developing for a more ex. 
tensive service to tuberculous patients on the 
part of the Pennsylvania Bureau of Rehabi- 
litation. 

One of the most satisfactory features of 
the meeting was a largely attended dinner 
session for nurses. Approximately 200 nurses 
in training and in community service were 
in attendance and heard fine addresses by 
Marion G. Howell R.N., M.Sc., Professor of 
Public Health Nursing, Western Reserve Uni- 
versity; Mary B. Miller, R.N., a district presi- 
dent of the Pennsylvania State Nurses Asso- 
ciation, and Miss Elizabeth Hill, nursing re- 
presentative of the American Red Cross. 

In the closing luncheon session a compre- 
hensive and practical plan for the control of 
tuberculosis in industry was presented ina 
very interesting way by Dr. Clarence D. Selby 
and Dr. Max Burnell, both of the General 
Motors Corporation Medical Service. An ad- 
dress on Tuberculosis Among Workmen Ex- 
posed to Silica Dust, was given by Dr. Wil- 
liam B. Fulton, Chief, Industrial Hygiene Di- 
vision, State Department of Health. Dr. 7. 
Lyle Hazlett, Professor of Industrial Hygiene, 
University of Pittsburgh, and Medical Diret- 
tor, Westinghouse Electric and Manufactul- 
ing Company, presided. 








VISIT THE SCIENTIFIC EXHIBIT OF THE AMERICAN COLLEGE OF CHEST 
PHYSICIANS AT THE SCIENTIFIC EXHIBIT ASSEMBLY OF THE AMERICAN 
MEDICAL ASSOCIATION, ST. LOUIS, MISSOURI, MAY 15- 20. 








An exhibit on Differential Diagnosis of Pleurisy with Effusion through a Series of 
Roentgenograms has been prepared by Dr. H. I. Spector, St. Louis, Missouri, 
Chairman, Committee on Scientific Program. 
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TUBERCULOSIS ORGANIZATION COMMITTEE REPORTS 


Dr. Ralph C. Matson, Portland, Oregon; 
President Elect of the American College of 
Chest Physicians; and Chairman of the Com- 
mittee for the Advancement of Tuberculosis 
Organization in Medicine announces the fol- 
lowing activities of his committee: 


INDIANA TUBERCULOSIS COMMITTEE 


A Tuberculosis Committee has been ap- 
pointed to represent the Indiana State Med- 
ical Association. The following members com- 
prise the committee: Dr. James H. Stygall, 
Chairman, Indianapolis; Dr. Paul V. Crimm, 
Evansville; Dr. H. M. Draper, Fort Wayne; Dr. 
J. V. Pace, Rockville; and Dr. J. O. Parra- 
more, Crown Point. Dr. Stygall is the Gover- 
nor of the American College of Chest Physic- 
ians for the State of Indiana, and Dr. Draper 
is a Fellow of the College. All of the other 
members of the committee have been active 
in tuberculosis work over a long period of 
years. The committee is proceeding to or- 
ganize Tuberculosis Committees in every 
County Medical Society, and their aim is to 
provide at least one chest program for each 
County Society during the year. Congratula- 
tions Indiana. 


PHILIPPINE ISLANDS TUBERCULOSIS 
COMMITTEE 


The Philippine Islands Medical Association 
has created a Committee on Tuberculosis, 
which is in line with the “Pennsylvania Plan” 
sponsored by the American College of Chest 
Physicians, and being carried out in this 
country through the State and County Med- 
ical Societies. Dr. Miguel C. Canizares, Gover- 
nor of the College for the Philippine Islands 
was instrumental in having the plan adopted 
by the Philippine Islands Medical Association 
and was made Chairman of the Committee. 
The other members of the Committee are: Dr. 


Sixto A. Francisco and Dr. Manuel Quisun. 
bing. The Committee will make a study of 
present day problems in tuberculosis in th 
Philippine Islands and will submit recommen. 
dations to the House of Delegates of the Meg. 
ical Association for the treatment and eragj. 
cation of tuberculosis in the Philippine J. 
lands. Congratulations Philippine Islands, 


MONTANA TUBERCULOSIS COMMITTEE 


Dr. Frederick Slyfield, Seattle, Washington, 
a Member of the Committee for the Advance. 
ment of Tuberculosis Organization in Med. 
icine releases the following report, received 
from Dr. Frank I. Terrill, Governor of the 
College for Montana: “For the past several 
years a Tuberculosis Committee representing 
the Montana State Medical Society has been 
in existence.” Dr. Terrill, Deer Lodge, is the 
chairman of the Committee, and the other 
members of the Committee are: Dr. P. L 
Eneboe, Boseman; Dr. F. L. Andrews, Great 
Falls; and Dr. E. A. Weldon, Lewiston. The 
Committee functions to discuss tuberculosis 
problems and it acts as an advisory board to 
the State Anti-tuberculosis Society. Dr. Terril 
reports that practically every high schod 
child in Montana has been skin tested and 
x-rayed. Dr. Terrill has directed the cam- 
paign and he has interpreted and criticized 
practically all of the x-rays. He states that 
the outstanding benefit derived has been the 
education of local physicians and improve 
ment in the technique used in taking x-rays. 
He says, that it is rare now to receive for it- 
terpretation, films that are not good. Talk 
have been given by Dr. Terrill before prat- 
tically every Medical Society in the state an 
it is the plan of his Committee to establish? 
Tuberculosis Committee in every County Met 
ical Society and to proceed with the examins 
tion and x-raying of adult groups. Congr 
tulations Montana, and we salute you, Dt 
Terrill! 


(Please turn to page 28) 
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For the diagnosis and treatment of diseases of the lungs and pleura; 
asthma and other allergic diseases; asthenics and others who require 














Write for particulars rest and supervised medical care . . . . An ideal all-year location. 
THE POTTENGER Mh ane 
SANATORIUM Close medical supervision. Rates reasonable. 
lisum- AND CLINIC TLE ELE LE ANE Medical Director 
my a MONROVIA. CALIFORNIA ll fT; PCT) imuen, MD... -Aast. Physician and Roentgenologit 
In the Tae I: Tie Bini ccinis. circa cimmmnninennsinteainntn _Assistant Physician 
nmen ! . 
> Med- — 
eradi- 
“i ROCKY GLEN SANATORIUM 
ids, 





McCONNELSVILLE, OHIO 


FOR THE MEDICAL AND SURGICAL 
TREATMENT OF TUBERCULOSIS 


























TTEE LOUIS MARK, M.D., Mepicat Director 
677 N. High St., Columbus, Ohio 
ington oer Rovidient Med. Director 
vance- A. A. TOMBAUGH, M.D. 
Resident Physician 

| Med- HENRY BACHMANN, M.D. 
ceived : " pen 
Of the hese Gee estence of ont te Guat. Beautiful Surroundings eee ere Reasonable Rates 
several 
senting 
iS been 

is the S th t ALBUQUERQUE, 
> other Ou wes er Nn 
+ NEW MEXICO 
cet | Presbyterian Sanatort1 
dg Vy anatorium 
“culosis 
pee A well-equipped Sanatorium in the Heart of the 

erril 

ache * Well Country. 
ed and Write For Information and Rates 
2 cal- 
iticized 
es that 


ma MARYKNOLL SANATORIUM 









aprove- & 

x-rays (MARYENOLL SisTERs) 

for in- MONROVIA, CALIFORNIA 

. Talks A sanatorium for the treatment of tubercu- 
e prat: losis and other diseases of the lungs. Lo- 
ate and cated in the foothills of the Sierra Madre 
:blish @ Mountains. Southern exposure. Accommo- 
-y Med: dations are private, modern and com- 
7 : fortable. General care of patient is condu- 
all cive to mental and physical well being. 
Yongra- 


SistER Mary Epwarp, Superintendent 
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PENNSYLVANIA TUBERCULOSIS 
COMMITTEE 


In Pennsylvania, the home of the “Penn- 
sylvania Plan,” Dr. J. Paul Frantz, Clearfield; 
Governor of the American College of Chest 
Physicians for Pennsylvania reports: “Dur- 
ing the past year, Dr. Burge and myself have 
been working quite effectively towards per- 
fecting our ‘Pennsylvania Plan’. With him as 
Chairman of the Tuberculosis Committee of 
the State Medical Society and myself one of 
the committee, we have been actively con- 
tacting every possible County Society unit to 
have them appoint a standing committee on 
tuberculosis. In my councilor district of the 
State Society, we have organized Tuberculosis 
Committees in five of the six County Societies. 
In my own county, we had a program devoted 
exclusively to tuberculosis at one of our re- 
gular meetings during the year. We have en- 
couraged such programs in the other societies 
and have offered to provide them with speak- 
ers. We have the cooperation of the State 
Medical Society, the State Department of 
Health, and the State Tuberculosis Associa- 
tion, as never existed before.” Congratulations 
Pennsylvania and the American College of 
Chest Physicians is grateful to you for the 
“Pennsylvania Plan”. 


GOVERNOR FOR MINNESOTA REPORTS 


Dr. Sidney A. Slater, Worthington, Gover- 
nor of the American College of Chest Phy- 
sicians for the State of Minnesota reports 
to the Committee for the Advancement of 
Scientific Programs in Medicine,” that this 
program is being well advanced in Minnesota 
through the Minnesota Public Health Asso- 
ciation. Through this association, short cours- 
es are given at the various sanatoria of the 
state for practising physicians of the dis- 
trict. Talks are frequently given before the 
various county and district medical societies, 
and also at the state medical society. The 
physicians are very cooperative and very 
much interested in tuberculosis work in this 
state and they have carried on a very success- 
ful campaign. Fellows of the American Col- 
lege of Chest Physicians are often the ones 
giving the talks and lectures.” Congratula- 
tions Minnesota. 
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DR. SINGER HEADS FOUNDATION 


Dr. J. J. Singer, Los Angeles, California, g 
Fellow of the American College of Chey 
Physicians, has been appointed as Director 
of the Rose Lampert Graff Foundation at the 
Cedars of Levanon hospital, estabdlisheg for 
research work in respiratory diseases. The 
organization would be pleased to hear from 
Similar foundations as to their work in the 
form of reprints or ise 5 


TEXAS TUBERCULOSIS COMMITTEE 


Dr. R. B. Homan, Sr., El Paso, Texas, Chair. 
man of the Tuberculosis Committee of the 
Texas State Medical Society, announces the 
following additional Tuberculosis Committees 
established in the County Medical Societies 
throughout the State: 


County Tuberculosis Committees: 
Lamar County: 
Dr. John A. Stephens, Paris, Tex., Chairman. 
Dr. L. L. McDougall, Paris, Texas, 
Dr. C. M. Townsend, Paris, Texas. 
Liberty-Chambers County: 
Dr. E. R. Richter, Dayton, Tex., Chairman, 
Dr. R. C. Bellamy, Daisetta, Texas, 
Dr. Robert Engledow, Anahauc, Texas. 
Clay-Montague-Wise Counties: 
Dr. E. W. Wright, Bowie, Tex., Chairman, 
Dr. T. G. Rogers, Decatur, Texas, 
Dr. E. M. Carman, Vashti, Texas. 
Baylor-Haskell-Knox Counties: 
Dr. Ike Hudson, Stamford, Tex., Chairman, 
Dr. O. J. Emery, Knox City, Texas, 
Dr. J. J. Moch, Rule, Texas. 
Nolan-Fisher-Mitchell Counties: 
Dr. Oscar Rhode, Colorado, Tex., Chairman, 
Dr. J. K. Richardson, Sweetwater, Texas, 
Dr. R. T. Wilkinson, Rotan, Texas. 
Comal County: 
Dr. William Reemtsma, 
Texas, Chairman, 
Dr. M. C. Hagler, New Braunfels, Texas, 
Dr. B. H. Estes, New Braunfels, Texas. 
Grayson County: 
Dr. Arthur Gleckler, Sherman, Texas, 
Chairman, 
Dr. M. H. Moore, Sherman, Texas, 
Dr. G. W. Greer, Whitesboro, Texas. 
(Please turn to page 30) 
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-PNEUMOTHORAX 


We manufacture the latest models of the most popular pat- 
terns of pneumothorax apparatus and pneumothorax needles. 
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Potter County: 
Dr. J. B. White, Amarillo, Tex., Chairman, 
Dr. H. H. Latson, Amarillo, Texas, 
Dr. George M. Cultra, Amarillo, Texas. 
Medina-Uvalde-Maverick-Val Verde-Terrell- 
Edwards-Real-Kinney and Zavala 
Counties: 
Dr. R. A. Eads, Uvalde, Tex., Chairman, 
Dr. R. N. Graham, Del Rio, Texas, 
Dr. A. R. Riddle, Eagle Pass, Texas. 


These, in addition to the twenty one County 
Tuberculosis Committees published in the 
February issue of the Journal, bring the total 
number of Counties in the State of Texas 
having Tuberculosis Committees to forty five 
Congratulations Texas, and we salute you, 
Dr. Homan. 


COUNTY MEDICAL SOCIETY PRESENTS 
TUBERCULOSIS PROGRAM 


The Clearfield County Medical Society, 
Pennsylvania, presented the following tuber- 
culosis program on March 16th at the Nurses’ 
Home, Clearfield Hospital: 


“Tuberculosis of the Peritoneum” 
M. U. McIntyre, M.D. 

“Primary Tuberculosis and its Significance” 
J. Paul Frantz, M.D. 

“Diagnostic Procedures in Tuberculosis”’ 
A Sound Movie. 


The program was in charge of the Tuber- 
culosis Committee of the County Medical So- 
ciety and is in keeping with the “Pennsyl- 
vania Plan” sponsored by the American Col- 
lege of Chest Physicians. Dr. J. Paul Frantz, 
Governor of the College for Pennsylvania, is 
the Chairman of the Tuberculosis Committee 
for the Clearfield County Medical Society. 


RHODE ISLAND COMMITTEE 
PUBLISHES REPORT 


The Tuberculosis Committee of the Rhode 
Island State Medical Association released an 
interesting report on the program and activi- 
ties of the Committee. The report was pub- 
lished in full in the March issue of the Rhode 
Island Medical Journal. 
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REPORT FROM SAVANNAH 


Dr. Robt. V. Martin, Savannah, Georgia 
releases the following report concerning th, 
activities of the Chatham-Savannah Tuber. 
culosis Association. More than fifty addresge, 
were made to a total audience of appro. 
imately 5,000 people. More than 10,000 Deo- 
ple viewed sixty films, and about 12,000 piece, 
of literature on tuberculosis were distributeg 
A total of 489 clinics were held for both white 
and colored patients, which cared for 645 
patients. The Society is interested in situat- 
ing a State Tuberculosis Sanatorium 4 
Savannah. 

SOCIETY NEWS 

Dr. J. Winthrop Peabody, Washington, 
D. C., Governor of the American College of 
Chest Physicians for the District of Colun- 
bia, was elected as the secretary of the Dis- 
trict Tuberculosis Association. 





Dr. John Russell, Des Moines, Iowa, a Fel- 
low of the American College of Chest Phy- 
sicians, delivered a paper on Pneumoperi- 
toneum at the annual meeting of the Iowa 
Tuberculosis Association, held at Des Moines, 
Iowa,.on March 10th. 
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Dr. Chas. J. Koerth, San Antonio, Texas, a 
Fellow of the American College of Chest Phy- 
sicians, has been making a number of talks 
in the southern states on the Treatment of 
Tuberculosis. Dr. Koerth delivered talks at 
Nashville, Tenessee, and Monroe, Louisiana. 
He has received notice that he has been ac- 
cepted as a Fellow of the American College 
of Hospital Administrators. 














Dr. Andrew L. Banyai, Wauwatosa, Wis 
consin, Governor of the American College 0! 
Chest Physicians, addressed the meeting 0 
the Dodge County Medical Society at Beaver 
Dam. Dr. Banyai spoke on The Diagnosis 0j 
Early Tuberculosis. 









Dr. William Devitt, Allenwood, Pennsyjl- 
vania, Past President of the American College 
of Chest Physicians, delivered a paper at the 
Eastern Pennsylvania Sectional Meeting o 
the American College of Physicians, on Febrv- 
ary 3rd. Dr. Devitt spoke on The Indications 
for Collapse Therapy. 


















